Many individuals with schizophrenia are devalued and discriminated against because of their mental illness. There has been only limited study of how individuals with schizophrenia experience mental illness stigma. We evaluated 74 stable outpatients with schizophrenia receiving community care. Study participants were interviewed with the Consumer Experiences of Stigma Questionnaire (CESQ), the Positive and Negative Syndrome Scale, and several social functioning measures. On the CESQ, all but one respondent indicated having at least one stigma experience. The most frequently reported CESQ items were respondents' worry about being viewed unfavorably because of their psychiatric illness (70%) and avoidance of telling others about it (58%). Many respondents also indicated having heard offensive statements (55%) and media accounts (43%) about persons with psychiatric disorders. Socioeconomic variables, but not symptoms or social functioning measures, were related to the extent of stigma and discrimination experiences. These results document the extent to which persons with mental illness experience negative reactions from others. Strategies are needed to enhance how persons with schizophrenia cope with stigma.
Mental illness stigma refers to the view that persons with mental illness are marked, have undesirable characteristics, or deserve reproach because of their mental illness (Goffman 1963; Corrigan and Penn 1999) . Stigma leads to negative stereotyping and to discriminatory behavior toward persons with mental illness (Link et al. 1997; Davidson et al. 1998) . Stigma may cause affected persons to experience rejection and to feel shame about their condition. Stigma and discrimination exert a detrimental effect on persons with mental illness by limiting their opportunities and reducing their self-esteem (Link et al. 1989; Corrigan 1998) .
Concern about mental illness stigma has increased over the past several decades. During this period, the process of deinstitutionalization has moved the vast majority of persons with serious mental illness from hospitals to community settings (Torrey 1997) . In community settings, they are likely to have interactions with a variety of persons from the public at large. These interactions may be affected by negative stereotyping and discriminatory behavior. To reduce the stigma toward persons with mental illness, several psychiatric organizations and advocacy groups have mounted "antistigma campaigns" (Fink and Tasman 1992; Kommana et al. 1997; Sartorius 1998; Bryne 1999) . However, it is uncertain what impact these campaigns have had on public attitudes or on the experience of persons with mental illness (Mayville and Penn 1998; Corrigan and Penn 1999) .
Unfavorable views of persons with mental illness have been found in surveys of public attitudes (Nunnally 1961; Rabkin 1974; Link et al. 1999) . Negative attitudes toward persons with mental illness have also been demonstrated in behavioral analog studies (Farina 1998) . In these experiments, research confederates are falsely identified as having mental illness to research participants, whose reactions are assessed.
Less is known about the actual stigma experiences of persons with mental illness and their family members. In one survey of family members performed in the late 1980s, a vast majority of respondents reported that mental illness stigma was present and had a negative impact on their ill relatives. The most commonly cited negative effects were loss of self-esteem, difficulty in making and keeping friends, and difficulty in finding a job (Wahl and Harman 1989) .
The attitudes and experiences of consumers themselves have been the focus of limited investigation. In a series of studies with psychiatric patients, Link found that a majority of respondents perceived devaluation and discrimination because of mental illness (Link 1987; Link et al. 1989 Link et al. , 1991 Link et al. , 1997 . Attitudes were measured by subjects' degree of agreement with statements such as "Most people would willingly accept a former mental patient as a close friend" and "Most people believe that a former mental patient is just as trustworthy as the average citizen."
In a more recent study, Wahl surveyed mental health consumers regarding the frequency of specific stigma and discrimination experiences (Wahl 1999) . The sample in this study consisted of a total of 1,301 consumers who had various psychiatric diagnoses; 19 percent reported a diagnosis of schizophrenia. These consumers were solicited through the publications of the National Alliance for the Mentally 111 (NAMI), a large advocacy organization. The most frequent experiences reported by respondents concerned indirect stigma: having witnessed stigmatized comments about mental illness, being aware of hurtful media portrayals, and feeling shunned or avoided by others because of the respondents' consumer status. There were fewer reports by respondents of actual discrimination experiences such as being turned down for a job.
In the second phase of the Wahl study, a representative subgroup of respondents was more extensively interviewed. Nearly half of these respondents indicated having experienced stigma in their interactions with persons in the general community. Other sources of stigma that were frequently cited included family members, coworkers, and mental health caregivers.
The Wahl survey suggests that experiences of mental illness stigma are widespread among consumers who are affiliated with an advocacy organization and who choose to respond to a questionnaire on stigma. As noted by Wahl, it is uncertain if the responses to the survey were representative of typical mental health consumers. One might assume that the NAMI sample was skewed toward persons who had had stigma experiences and wished to share them. On the other hand, persons with schizophrenia, the most serious and the most stigmatized mental illness, were underrepresented in the NAMI sample. It might be expected that a group of more severely ill consumers, all people with schizophrenia, would experience more stigma and discrimination than did the respondents in the Wahl study.
Another important question concerns which patient characteristics contribute to the strength or frequency of stigma experiences. The NAMI study (Wahl 1999 ) did not include an investigation of the relationship between stigma experiences and patient characteristics. Data from other studies suggest a number of patient variables that may be relevant.
Patients with more severe illness symptoms may be more likely to experience mental illness stigma. Studies indicate that persons with mental illness who have more conspicuous illness symptoms and poorer social skills engender more negative responses from others, as one would intuitively expect (Farina 1998) . Other studies suggest, as well, that persons with mental illness who have lower incomes and more unemployment are more likely to endorse beliefs that mental patients will experience devaluation and discrimination than are persons with better social outcomes (Link 1987; Link et al. 1991) .
Socioeconomic status may also affect stigma attitudes; higher socioeconomic status has been associated with both more and less stigma in different types of investigations. In studies of the public, persons with a higher educational level have been shown to be more knowledgeable and tolerant of mental illness ). On the other hand, studies of persons with mental illness indicate that a higher educational level and socioeconomic status may be associated with more perceived stigma (Angermeyer et al. 1987) . In one survey, persons from families with higher socioeconomic status were more likely to conceal the hospitalization of their relatives with mental illness from their friends and associates as compared to persons from families with a lower socioeconomic status .
The gender of the person with mental illness may affect the extent of stigma that is experienced. There is some indication from behavioral analog studies that women with mental illness are regarded more favorably than are mentally ill men (Farina 1998) . The latter may be perceived as more likely to become aggressive or dangerous than their female counterparts.
Mood-related variables may be associated with the perception and experience of stigma. Several studies performed by Link and others suggest that among persons with mental illness, expectations of stigma are associated with higher levels of depression and demoralization (Link 1987; Link et al. 1991 Link et al. , 1997 Rosenfield 1997; Markowitz 1998) .
While illness insight is considered to be a benefit for persons with mental illness, insight may also sensitize persons to stigma reactions. In a study by Mechanic and colleagues, the degree to which patients with schizophrenia attributed their condition to a mental illness was positively associated with the level of perceived stigma attitudes (Mechanic et al. 1994) . Consistent with this finding, Link has posited that persons with mental illness who label themselves as mentally ill may internalize the negative reactions from others, with a resulting increase in their expectations of stigma (Link et al. 1989) .
The degree of contact with the public may also affect the extent of stigma experiences. A study from Germany found that patients with schizophrenia at a State hospital had lower perceptions of mental illness stigma than did patients who were hospitalized in a community setting (Angermeyer et al. 1987) . The authors of the study speculate that patients who reside in a sheltered setting, in contrast to those who have more interaction with the public, may have less opportunity to experience devaluation and discrimination and thus may have lower expectations of stigma.
We undertook a study of outpatients with schizophrenia who were receiving community-based care. The purposes of this study were (1) to identify the frequency and type of stigma experiences reported by these outpatients who were not selected based on their affiliation with an advocacy organization; (2) to compare the responses of our participants to those of a NAMI-affiliated sample; and (3) to investigate the extent to which specific characteristics of respondents contribute to the extent of their reported stigma experiences.
Methods
Subjects. Study participants were recruited from the community rehabilitation and outpatient programs of the Sheppard Pratt Foundation, located in Baltimore and Frederick counties, Maryland. Inclusionary criteria were (1) a chart diagnosis of schizophrenia or schizoaffective disorder confirmed by the current attending psychiatrist, (2) age between 18 and 65 years, and (3) overall functioning rated as stable over the previous 30 days by the patient's primary clinician. Of the 123 patients screened as eligible for the study, 74 (60%) agreed to participate and provided informed consent. The study was conducted between February 1, 1998, and August 1, 1999.
Participants had a mean age of 41.8 years (standard deviation [SD] = 9.7). A total of 45 (61%) participants were males and 60 (81%) were Caucasian; all of the non-Caucasian participants were African-American. The mean years of education was 13.2 (SD = 2.1). More than threequarters of participants (n = 56, 76%) were single, never married. Participants had a mean age of illness onset of 21.9 years (SD = 6.6), and they had a mean of 8.8 psychiatric hospitalizations (SD = 12.6). Diagnoses were divided among schizoaffective disorder (n = 40, 54%); schizophrenia, paranoid type (« = 11, 15%); schizophrenia, undifferentiated type (n = 16, 22%); schizophrenia, residual type (n = 3, 4%); and schizophrenia, disorganized type (n = 4, 5%). In terms of illness-related demographic characteristics, this sample is similar to other U.S. samples described in the literature (e.g., Lehman et al. 1998) .
The majority of participants attended a psychosocial day program (n = 60, 81%). In terms of their residential status, 15 (20%) lived independently; 32 (43%) resided in a setting with some assistance or support; 20 (27%) received formal drop-in supervision; and 7 (10%) resided in a continuously staffed residential facility. All but one participant was prescribed antipsychotic medications; the median chlorpromazine equivalent was 500 mg (10th-90th percentile, 80-1,500). A majority of participants were prescribed atypical antipsychotic medications {n = 52, 70%), mostly clozapine (n = 24). Stigma Questionnaire. Participants were administered the Consumer Experiences of Stigma Questionnaire (CESQ), which was developed by Otto Wahl with extensive input from NAMI members (Wahl 1999) . The CESQ has two sections covering stigma and discrimination experiences. The Stigma section contains nine questions about persons' interpersonal experiences as consumers. Questions in this section address negative attitudes on the part of others related to the person's mental illness, concerns about the attitudes or behaviors of others in response to the psychiatric condition, fears related to the disclosure of consumer status, and negative reports seen or heard about mental illness (e.g., in the mass media). The Discrimination section has 12 questions about respondents' experience of discrimination related to their mental illness in various domains, including obtaining a job, renting an apartment, and pursuing volunteer activities. Respondents are asked to rate the extent or frequency of each experience on a five-point scale from "Never" to "Very Often." Each item on the CESQ also has a "Does Not Apply" option.
The CESQ was modified from the original version for this study. In Wahl's administration of the instrument, respondents completed the survey in a paper-and-pencil format and returned the completed survey by mail. In the current study, the survey was administered verbally in a face-to-face interview. Additionally, the term "consumer" was supplemented with the terms "persons with mental illness," "persons who have a psychiatric disorder," and "persons who use psychiatric services." This change in terminology was made after a pilot of the instrument indicated that many respondents were not familiar with the term "consumer" in the context of their psychiatric treatment. Respondents' lack of consensus about the term to describe themselves is consistent with recent studies about self-identification on the part of persons with mental illness (Mueser et al. 1996) . After completing the Stigma and Discrimination sections, respondents were asked to explain or elaborate on each item for which they had indicated some experience of stigma or discrimination; the interviewer asked respondents to tell more about their response to each of these items.
Other Measures
Severity of impairment. In order to assess the severity of impairment, patients were evaluated on mea-sures of psychiatric symptoms and social functioning. The Positive and Negative Syndrome Scale (PANSS; Kay 1991) was administered to assess psychiatric symptoms. Two self-report measures of social functioning were administered by verbal interview: the Social Functioning Scale (SFS; Birchwood et al. 1990 ) and the Quality of Life Interview (QOLI; Lehman 1988) . The SFS is a 79-item instrument that asks patients about their abilities or performance in seven areas: social engagement, interpersonal communication, frequency of activities of daily living, recreational activities, social activities, competence at activities of daily living, and occupational functioning. The latter was not included because of the small number of participants who were employed. The QOLI asks patients how they feel about their lives in eight domains: living situation, daily activities, social relationships, family contacts, work/school, finances, safety, and health. Because only a minority of participants were involved in formal work or school activities, the work/school domain was not included. Summary scales of the PANSS and the social functioning scales were utilized for the data analysis.
Socioeconomic status. To assess socioeconomic status before illness onset, the occupation of participants' parents was rated on a 100-point scale of occupational socioeconomic status (Gillian and Featherman 1981) . The data for this item were obtained from participants, who were asked the occupation of their parent(s) while they were growing up; in cases of multiple responses, the higher-rated occupation was used.
To measure current socioeconomic status, the following variables were used: participants' years of education, their current monthly income, and the perceived adequacy of current income to meet daily needs. The latter two items were drawn from the QOLI.
Gender. The CESQ responses of male and female participants were compared.
Depression and well-being. The Depression factor of the PANSS was used to evaluate the degree of depressive symptoms. Well-being was assessed using items inquiring about subjective satisfaction on the QOLI; summary scores were calculated for subjective satisfaction with living situation, family contact, social relationships, health, finances, and personal safety.
Mental illness attribution. The PANSS item assessing illness insight was used as a measure of mental illness attribution. This item inquires about patients' understanding of their psychiatric condition, as well as their awareness of illness symptoms and of the need for treatment.
Contact with the general public. A measure of community integration based on Dewees et al. (1996) and developed for this study was administered. This measure inquires about participants' community integration in var-ious domains: housing, daytime activity, social supports, community institutions, and consumer activities.
Statistical Analyses. Items on the CESQ were scored from 1 for "Never" to 5 for "Very Often" except for the two questionnaire items that are worded as positive, rather than negative, experiences. For these two items, responses were scored 1 for "Very Often" to 5 for "Never." If respondents chose the option "Does Not Apply" in response to an individual item, this rating was not used to calculate the mean rating of the item. Respondents' comments at the end of the questionnaire were tallied as to the source of the stigma and also the specific type of negative response that was reported; a response category was coded only once for each respondent.
Results from the current sample were compared with results utilizing the same questionnaire with a NAMIaffiliated sample. The relative rankings of the items in the two samples were compared by Spearman rank order correlation. The Sign Test compared average ratings of stigma scale items in this sample with the ratings of the NAMI sample. Data concerning the sources of stigma were compared between the Wahl study and this investigation by chi-square analyses.
Item-to-scale correlations were calculated for the Stigma and the Discrimination sections of the CESQ. All of the items in the Stigma section were significantly correlated with the total score for this section (p < 0.05). Within the Discrimination section, 6 of 12 items were significantly correlated with the section total: Bl, turned down for a job; B2, denied psychiatric treatment because of lack of health insurance; B4, denied educational opportunities; B8, turned down for health insurance; B10, psychiatric treatment used in legal proceedings; and B12, disclosure avoided on job applications. These items were retained for further analyses using the section total score.
Correlations were performed between each of the questionnaire section total scores and variables measuring the preselected characteristics of patients. A total of 24 comparisons were performed. Variables that were significantly correlated (p < 0.01) with the total scores were entered into regression equations to predict the Stigma and the Discrimination scores.
Characterization of Study Participants. Study participants obtained a mean total score on the PANSS of 66.9 (range = 39-114, SD = 17.8). The mean PANSS factors scores were 16.1 for Positive symptoms (range = 7-31, SD = 6.1); 17.1 for Negative symptoms (range = 7-37, SD = 6.5); 33.6 for General symptoms (range = 16-62, SD = 9.3), and 10.4 for Depression symptoms (range = 4-22, SD = 4.5). The mean score on the PANSS item measuring judgment and insight was 3.1 (range = 1-6, SD = 1.5).
Results
Stigma Section. Responses to the Stigma items of the CESQ are found in table 1. The most frequently endorsed experiences in this section were those focused on respondents' concern about the interpersonal responses of others to their psychiatric status. A total of 70 out of 74 participants responded to the item about feeling worried that others would view them unfavorably because of their receiving psychiatric treatment or having a psychiatric disorder. The average rating of this item was 3.3 (SD = 1.2), between "Sometimes" and "Often." Among the 70 participants responding to the item about avoiding telling others outside of the immediate family about receiving psychiatric treatment, the average rating was 3.0 (SD = 1.3), "Sometimes." Only one participant in the sample did not endorse at least one item in this section as occurring "Sometimes" or more frequently.
The item in the Stigma section mat was endorsed as occurring the least frequently was the item about being advised to lower life expectations because of a psychiatric disorder (mean = 2.4, SD = 1.1, between "Seldom" and "Sometimes"). Respondents also indicated, in a positive direction, that they were generally treated fairly by others (mean = 2.2, SD = 1.1, also between "Sometimes" and "Often").
Discrimination Section. Participants' responses to the Discrimination items of the CESQ are provided in table 2. In the Discrimination section of the questionnaire, the item that had the highest mean score concerned participants' experience with law enforcement officers. A total of 44 participants responded to the item "How often have you been treated with kindness and sympathy by law enforcement officers when they learned that you had a psychiatric disorder or were receiving psychiatric treat- Have you avoided telling others outside of your immediate family that you have received psychiatric treatment?
Have you been treated as less competent by others when they learned you had received psychiatric treatment?
Were friends understanding and supportive after learning that you receive psychiatric treatment?
Have you been shunned or avoided by others when they learned you received psychiatric treatment?
Have you been in situations where you heard others say unfavorable or offensive things about persons and their psychiatric disorders?
Have you been advised to lower your expectations for accomplishments in life because you receive psychiatric treatment?
Have you been treated fairly by others who knew you received psychiatric treatment?
Have you seen or read things in the mass media about persons receiving psychiatric treatment and their psychiatric disorders which you found hurtful or offensive?
Have you worried that others will view you unfavorably because you received psychiatric treatment?
Note.-Not all respondents answered all questions; therefore the number of responses does not total 74 and the percentages do not total to 100 percent. Have you been turned down for a job, for which you were qualified, when it was learned you received psychiatric treatment?
Have you been denied psychiatric treatment because your health insurance was insufficient for you to pay the cost?
Have you had difficulty renting an apartment or finding other housing when your psychiatric disorder was known?
Have you been denied educational opportunities when it was learned that you received psychiatric treatment?
Have you been excluded from volunteer or social activities outside the mental health field when it was known you had received psychiatric treatment?
Have you been excluded from volunteer or social activities within the mental health field when it was known you had received psychiatric treatment?
Have co-workers or supervisors at work been supportive and accommodating when they learned that you have received psychiatric treatment?
Have you been turned down for health insurance coverage on the basis of your psychiatric treatment history?
Have you been denied a passport, driver's license, or other kind of permit when it was learned you had received psychiatric treatment?
Have you had the fact that you received psychiatric treatment used against you in legal proceedings?
Have you been treated with kindness and sympathy by law enforcement officers when they learned you had received psychiatric treatment?
Have you avoided indicating on written applications that you received psychiatric treatment for fear that information would be used against you?
Note.-Not all respondents answered all questions; therefore, the number of responses does not total 74 and the percentages do not total to 100 percent. merit?" The mean score on this item was 3.6 (SD = 1.5), between "Seldom" and "Sometimes." The next highest rating in the Discrimination section was in response to the item inquiring about how often respondents avoided indicating on written applications that they had a psychiatric disorder for fear that this information would be used against them. The mean response here was 2.8 (SD = 1.6), between "Seldom" and "Sometimes."
Other Discrimination items were endorsed with relatively low frequency. Of the remaining 10 items in this section, 8 were rated as occurring on average between "Never" and "Seldom." These items included difficulty renting an apartment, denial of health insurance, exclusion from volunteer activities, all with reference to others' knowledge of the individual's psychiatric disorder or his or her receiving psychiatric treatment.
Responses to the Interview Question. Participants'
responses to the open-ended question at the end of the questionnaire were classified as to the source of stigma, if one was provided, and also to the type of specific negative response, if one was described. Results are summarized in tables 3 and 4. The most commonly cited source of stigma was persons in the general community (61% of respondents cited this source), followed by the category of employers and supervisors (cited by 36% of respondents).
The specific types of negative response that respondents indicated that they had received from others were categorized. The most common negative response that was identified by participants was a lack of acceptance or understanding of mental illness (50% of respondents) and a view of the respondent as less than competent (47% of respondents). Other negative responses that were cited included a concern about the respondent's potential danger and a view of the respondent as mentally retarded.
Comparison With Survey of NAMI-Affiliated
Consumers. Respondents' ratings of stigma experiences in this study were compared with the ratings made by the sample of NAMI-affiliated consumers (Wahl 1999) . The relative ranking of items in the current sample was compared to the ranking of the items by the NAMI sample.
The resulting Spearman rank order correlation was highly significant (r = 0.92, p < 0.0001). This finding indicates that the respondents in the NAMI-affiliated sample and the current sample had a similar ranking of the questionnaire items.
Mean ratings were calculated for the responses of the NAMI sample to each item on the questionnaire and compared with the average ratings made by the current sample. These mean ratings were compared using the Sign Test. Results show a significant difference between the samples (z = 3.06, p < 0.01).
The average rating of CESQ items by the NAMI sample was higher than that of the current sample, indicating that the NAMI-affiliated group reported more frequent stigma experiences. While only 2 of 21 ratings in the current sample were above 3 (more often than "Sometimes"), a total of 7 of 21 ratings were greater than 3 in the NAMI sample. Also, for only two items did the current sample indicate more frequent stigma experiences than did the NAMI sample. These items concerned difficulty in renting an apartment and treatment by law enforcement officers. For one item, being denied a passport or other permit, the rating was essentially the same between the two groups. For the other 18 CESQ items, the NAMI sample reported more frequent stigma experiences than did respondents in the current sample.
The sources of stigma cited by respondents were compared with the data from the NAMI survey. Using the same response categories, the proportion of subjects endorsing each category was compared between the two 
Correlates and Predictors of Stigma and
Discrimination Scores. Univariate comparisons were performed between the total scores from the Stigma section and the Discrimination section and variables measuring patient characteristics. The results are shown in table 5. We found no significant correlations between the total Stigma or Discrimination score and the variables measuring symptoms or social functioning (all p > 0.01). We also found no significant associations between the Stigma or Discrimination score and patients' gender, illness insight, or degree of community integration. Neither educational level nor monthly income was associated with the total Stigma or Discrimination score. Additional variables that were not significantly associated with the total Stigma or Discrimination score were the PANSS Depression factor, QOLI Subjective Satisfaction with Living Situation, QOLI Subjective Satisfaction with Social Relations, and Satisfaction with Safety.
Several subjective satisfaction variables from the QOLI were inversely correlated (p < 0.01) with the Stigma total score: Subjective Satisfaction with Daily Activities, Subjective Satisfaction with Family Contact, Subjective Satisfaction with Finances, and Subjective Satisfaction with Health. The variable measuring Perceived Adequacy of Finances to meet daily needs from the QOLI was inversely correlated with the total Stigma score (p < 0.01). The measure of socioeconomic status based on parental occupation was significantly correlated with the Discrimination total (p < 0.01).
In a multiple regression on the Stigma total score, the following variables were entered: Adequacy of Finances, Subjective Satisfaction with Daily Activities, Subjective Satisfaction with Family Contact, Subjective Satisfaction with Finances, and Subjective Satisfaction with Health. The overall equation was significant (R 2 = 0.305, F(5,68) = 5.97, p < 0.001), but only the variable Adequacy of Finances remained significant in the equation.
For the Discrimination total score only one variable, Parental Occupational Status, was significant in the univariate comparisons.
Discussion
In this study of outpatients with schizophrenia, we found that almost all participants reported some stigma experiences. Worry about being viewed unfavorably and avoidance of self-disclosure about mental illness were among the most common reported stigma experiences. More than half of respondents indicated that these experiences occurred "Sometimes" or more often. Many respondents also endorsed hearing others make offensive statements about persons with mental illness and being treated as less than competent. Approximately half of respondents indicated that these experiences occurred "Sometimes" or more frequently.
Evaluating the absolute level of stigma reported by our respondents is difficult without clearer benchmarks of the frequency of stigma experiences. Our respondents endorsed a lower frequency of stigma experiences than did the NAMI-affiliated sample. However, the ranking of CESQ items was almost identical in the two samples, which lends validity to these findings. This similar ranking suggests that certain stigma experiences are relatively frequent among both consumers with a range of psychiatric diagnoses and individuals with schizophrenia who are in more traditional patient roles, despite the differences in the populations.
The relative strength of participants' response to the item about law enforcement in our sample is of note. Although only about 60 percent of persons responded to this item, those who did respond indicated a low frequency of having been treated with "kindness and sympathy" by law enforcement officials. These responses may reflect the adversarial interaction with police that persons may have had in the process of involuntary hospitaliza-tion. A similar pattern of responses to this item was found in the results of the NAMI sample.
Also of interest were the responses to the item about accounts of mental illness in the media. A total of 43 percent of respondents in the current sample indicated that they found media accounts "offensive" or "hurtful" at least "Sometimes." Such a reaction could be due to any of many news reports or fictional stories involving mental illness. However, many respondents made reference to recent news coverage of violent acts committed by persons with mental illness.
It has been widely noted that a concern about violence contributes to the stigmatization of persons with mental illness (Torrey 1994; Link et al. 1997; Lamb 1999; Penn et al. 1999) . In fact, one recent survey of the public found that perceptions that mentally ill persons may be violent had increased over the past 50 years . It should be no surprise that persons with mental illness themselves are sensitive to violent acts committed by persons with mental illness and to public reactions to such violence.
There was a relatively low frequency of reported experiences of actual discrimination in response to CESQ discrimination items. Respondents indicated few instances of having been turned down for volunteer activities, denied health insurance, or not selected for a job because of their mental illness. While other studies have indicated that these kinds of discrimination may occur (Farina 1998; Corrigan and Penn 1999) , such discrimination appears to be limited in the view of questionnaire respondents. Possibly our respondents were not frequent enough participants in work or school settings to have experienced discrimination in these settings. In some domains it is likely that reports of discrimination were limited because discrimination has been precluded by the provision of specialized public sector programs for persons with serious mental illness. For example, in terms of health insurance, many participants in this study were recipients of Medicaid insurance that is targeted for persons who have a psychiatric disability. Similarly, the possibility of experiencing discrimination in obtaining housing is unlikely for persons who reside in supervised housing that has been provided by a psychosocial agency, as was the case for a portion of our participants.
The findings about sources of stigma offered by participants during the open-ended question at the end of the CESQ provide additional information about patients' experiences of stigma. After the category of general community members, the next most frequently cited source was employers or supervisors. A total of 36 percent of respondents volunteered that persons in this group were a source of stigma. This finding is striking because only a small percentage of the sample, less than 7 percent, was currently employed at the time of the study. It appears that past experiences of stigma in the workplace made a significant impression on respondents.
A total of 20 percent of the sample endorsed mental health caregivers as a source of stigma, somewhat less than the 28 percent that was found in the NAMI-affiliated group. In the current sample, respondents tended to comment about critical attitudes on the part of their caregivers. Mental health caregivers may underestimate the extent to which their interactions with consumers are experienced as lacking in understanding or support.
In contrast to our hypotheses, we found few significant associations between patient characteristics and the frequency of stigma or discrimination experiences. This finding indicates that patients' perceptions of having been stigmatized or discriminated against are not simply a function of their degree of psychopathology, social functioning impairment, or depression, consistent with some previous investigations (Link et al. 1997; Markowitz 1998) . Additionally, neither the extent of their community integration nor their degree of illness insight was related to stigma frequency. And there was not a significant difference in the responses of men and women to the CESQ.
Some previous studies have found clinical characteristics to be associated with the extent of stigma among persons with serious mental illness. These studies, however, have utilized a different questionnaire to assess stigma, one that is based on the expected level of discrimination/devaluation of persons with mental illness by others, rather than on actual stigma experiences (Angermeyer et al. 1987; Link 1987; Link et al. 1991 Link et al. , 1997 Mechanic et al. 1994; Rosenfield 1997; Markowitz 1998) . It is possible that patients' perceptions of public attitudes may covary with clinical characteristics, while actual experiences of stigma do not vary significantly with these factors. The analysis of a sample of only 74 individuals may have limited the statistical power to detect associations between patient characteristics and stigma experiences. Another possibility is that our assessment tools may not have fully captured all of the relevant aspects of patient characteristics that may be related to the extent of stigma experiences. The NAMI study did not investigate the relationships between patient characteristics and stigma experiences, so ours is the first study to do so utilizing the CESQ.
We did find that socioeconomic variables were related to the extent of stigma experiences, consistent with other studies that have found a relationship between stigma and socioeconomic characteristics both of the public ) and of persons with mental illness and their famines (Angermeyer et al. 1987; ). In the current study, socioeconomic variables were the only type of patient charac-teristic to be significant in the multivariate analyses on CESQ total scores. Specifically, a lower perceived adequacy of current finances was significantly correlated with the frequency of stigma experiences. Participants who felt that their incomes were insufficient to meet their basic needs reported more feelings of rejection and interpersonal stigma. Interestingly, the actual dollar amount of patients' monthly income was not significantly related to stigma frequency, suggesting that patients' feelings of financial deprivation were the relevant factor rather than their absolute income level.
Another socioeconomic variable, parental occupational status, was the only patient characteristic that was significantly correlated with the Discrimination total score. The higher the parents' occupational level, the greater the experience of discrimination. One interpretation of this finding is that patients who were reared in greater affluence are more sensitive to the denial of opportunity related to their mental illness. As noted by Angermeyer and colleagues (1987) , patients of a higher socioeconomic status may be more aware of what they have to lose or what they have already lost because of their mental illness. The associations that we found were not fully adjusted for the multiple comparisons that were performed, so these results need to be interpreted with caution, as they could be due to a Type I error.
The type of negative reaction from others that was cited most frequently in response to the open-ended question was a lack of acceptance or understanding related to the person's mental illness. A full half of the sample volunteered having received this negative response from others. Many respondents, 47 percent, indicated that others viewed them as less than capable because of their mental illness. These findings indicate that feelings of alienation and devaluation by others are widespread among persons in the sample. The results here are consistent with the extent of negative attitudes that has been documented among the general public toward persons with serious mental illness (Nunnally 1961; Rabkin 1974; Link et al. 1999) .
The participants in this study endorsed many stigma experiences, although the frequency of reported stigma was lower than that found in a sample of NAMI-affiliated consumers (Wahl 1999) . Unlike the NAMI sample, however, persons in our sample were not selected for their affiliation with an advocacy organization; in fact, many did not even recognize the term "consumer" as applying to their status as recipients of psychiatric services. And, unlike the NAMI sample, they were not relatively high functioning, nor were they self-selected respondents to a written survey.
Additionally, unlike the participants in the NAMI survey, our participants did not have the option to remain anonymous, as interviews were conducted face to face and informed consent was obtained. It is uncertain how this difference in survey administration may have affected the frequency of reported stigma and discrimination experiences. It is possible that the implicit demand characteristics of the interview may have facilitated the reporting of stigma experiences. On the other hand, the interpersonal setting of the interview may have limited the disclosure of experiences that were emotionally distressing.
Other factors may have contributed to the lower frequency of stigma reported by our sample than the NAMI sample in addition to the fact that our participants were not self-selected for their interest in stigma or affiliated with an advocacy organization. Most of the persons in our sample attended a day program and received other supported care; in such sheltered settings they may have been less likely to encounter stigmatized attitudes on the part of the general public. The presence of residual psychotic symptoms may also be a factor in the lower frequency of stigma experiences that we found. It may be that such symptoms reduce patients' abilities to evaluate their presentation and the subtleties of social interactions.
Future research is needed to evaluate the psychometric properties of instruments used to measure illness stigma. The lack of published reliability estimates of the CESQ may limit the interpretation of findings based on this instrument. The use of standardized instruments would help in comparing the stigma experienced by different groups of persons with mental illness. Standardized instruments would also aid in comparing the stigma experienced by persons with mental illness to the stigma experienced by persons disabled by other medical conditions.
These results add to the literature about the extent to which persons with mental illness experience negative reactions from others related to their psychiatric disorder (Pulice et al. 1995; Corrigan 1998; Davidson et al. 1998) . In this group of outpatients with schizophrenia receiving community-based care, the experience of stigma was considerable. Until the time when effective treatments eliminate the pervasive effects of schizophrenia and public attitudes change, persons with schizophrenia will continue to face problems of mental illness stigma.
Strategies are needed to enhance how persons with schizophrenia cope with stigma. Some individuals with mental illness have found that participating in self-help groups and advocacy organizations is beneficial in coping with stigma (Dickerson 1998; Frese 1998) . Stigmafocused interventions have been proposed for traditional care settings as well (Angermeyer et al. 1987; Corrigan 1998; Holmes and River 1998) . These interventions may involve training in the appraisal of social situations and specific techniques of self-disclosure. Challenging private shame about mental illness may also enhance self-esteem and enable persons to be more resilient in response to stigma experiences. Additional research is needed to further develop and evaluate the effectiveness of techniques to enable persons with schizophrenia to cope with stigma. At the current time, stigma remains a significant impediment for persons with an already devastating illness.
